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435.725 4. In addition to any amounts deductible under the items above,the following
435.733 monthly monthly incomeamounts are deducted from the remaining of an 
435.832 institutionalized individual or an institutionalized couple: 

a. 

b. 

An amountfor the maintenance needs of each member of a family living
in the institutionalized individual's home with no community spouse
living in the home. The amount must be basedon a reasonable 
assessment of needbut must not exceed the higher of the: 

AFDC level; or 
0 Medically need level: 

(Check one) 

AFDC levels in Supplement 1 
- Medically needy level inSupplement 1 
- Other: $ 

Amounts for health care expenses described below that have not been 
deducted under 3.c. above (i.e., for an institutionalized individual with a 
community spouse), are incurred by and for the institutionalized 
individual or institutionalized couple, are not subject to payment by a 
third party. 

(i) 	 Medicaid, Medicare, and other health insurance premiums,
deductibles, or coinsurance charges, or copayments. 

(ii) 	 Necessarymedical or remedial care recognized under State law 
but not covered under the State plan. (Reasonable limits on 
amounts are described in Supplement 3 to ATTACHMENT 2.6­
-A. 

435.725 5 .  At the option of the State, as specified below, the following is deducted from any
monthly an435.733 remaining income institutionalized individual or an 

435.832 institutionalized couple: 

A monthly amountfor the maintenance of the home ofthe individual couple fornot 
longer than 6 months ifa physician has certified that the individual, or one memberof the 
institutionalized couple, is likely to return to the home within that period: 

No-

- Yes (the applicable amount is shown on page5a.)XX 
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